nterventional cardiologists started to use drug-eluting stent (DES) in daily practice in 2002 in Europe and 2003 in the United States. In Japan, DES were finally introduced in 2004. DES was developed to overcome in-stent restenosis (ISR), which has long been considered the main complication limiting the long-term efficacy of coronary stenting. When the initial clinical trials of the first DES reported zero-level rates of restenosis, 1 we expected that we would overcome this powerful enemy and open the doors to a world without restenosis. After that, DES vs bare-metal stents (BMS) randomized pivotal trials showed that DES significantly reduced the ISR rate compared with BMS. 2, 3 As a result, the share of DES rapidly expanded and they have been used in more complex patients and lesions. 4, 5 However, a small number of patients with ISR after DES treatment still exists. DES cannot completely cut the Gordian knot of ISR. In September 2006, a new enemy, the so-called late stent thrombosis, emerged to overshadow the use of DES, and the long term-safety after DES implantation was called into question, especially after discontinuation of dual antiplatelet therapy. 6,7 In addition, the COURAGE trial in April 2007 showed that percutaneous coronary intervention (PCI) with optimal medical therapy was not superior to optimal medical therapy alone in patients with stable coronary artery disease (CAD). 8 After this new evidence, DES use declined in Europe and United States (Figure) . 9 
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How to change the treatment option for CAD after introducing DES in Japan? In this issue of the Journal, Horiguchi et al investigated the treatment options for CAD from 2004 to 2007 using the Japanese Diagnosis Procedure Combination (DPC) database and have clearly answered this question. 10 In angina pectoris (AP) patients, the proportion of conservative therapies decreased from 69.5% to 61.1%, whereas the proportion of PCI and coronary artery bypass graft surgery (CABG) increased from 24.8% to 32.2%, and 5.7% to 6.7%, respectively. As expected, the introduction of DES encouraged interventional cardiologists to treat more complex patients, including CABG candidates such as 3-vessel disease and left main disease, and the proportion of PCI rapidly increased. However, the proportion of CABG did not decrease and the actual number of CABG cases increased. As a result, there was a slight increase in the PCI to CABG ratio from 2004 to 2007 (4.3-4.8), for which there are several possible reasons. First, technical and device developments of CABG, such as off-pump CABG, allow cardiac surgeons to treat more complex patients. Second, considering the high PCI to CABG ratio in Japan, many patients with multivessel disease or left main disease may have been already treated by PCI using BMS. 11,12 Therefore, the introduction of DES did not affect the balance between PCI and CABG. Third, the increased number of PCIs might be mainly because of diffuse disease, small vessel disease or chronic total occlusion, which were previously treated by conservative therapies, not mainly because of 3-vessel disease or left main disease. Fourth, some heart centers that perform only PCI did not participate in the DPC, so the number of PCIs might be underestimated compared with the actual number. The SYNTAX trial, the first large randomized comparison of DES and CABG was published at March 2009, 13 and the result might affect the PCI to CABG ratio in Japan. In any case, after the introduction of DES, coronary interventions increased and conservative therapies decreased. Treatment options in Japan go in the opposite direction of the COURAGE trial, which supports the optimal medical therapies. Medical insurance for the whole nation might support physicians in preferring invasive therapies to conventional therapies.
The current study also investigated the prevalence of DES in all PCI procedures. DES were used in approximately 80% of all stented cases in AP patients and one-third of all stented cases in acute myocardial infarction (AMI) patients. Interestingly, the proportion did not change from 2005 to 2007. DES use quickly spread and the proportion reached a plateau in the next year. In Europe and United States, the proportion of DES use decreased after the issue of late stent thrombosis. However, the proportion of DES in Japan did not decrease. In Japan, many hospitals perform PCI, although the number of PCI cases is not large in many of them. Therefore, many physicians have not had a case of late stent thrombosis. In addition, the J-Cypher registry, the largest Japanese DES database, shows a low rate of late stent thrombosis in Japan. 14 These factors might affect DES penetration after the emergence of the late stent thrombosis issue.
Other important finding from the present study was the showed the efficacy and safety of DES in AMI patients, 15 the use of DES should be carefully judged by a more individualized approach in emergency cases, because it is difficult to obtain patients' baseline characteristics, such as compliance with dual antiplatelet drugs and the surgical plan, in such cases. The current study provides the proportion of DES use in AMI only, not ST elevation myocardial infarction (STEMI) and NSTEMI. The situation for these is different and it would be interesting to know the proportion of DES usage among STEMI patients in Japan. Are we going in the right or wrong direction? Is the current proportion of treatment (DES, BMS, CABG, or conservative therapies) for CAD appropriate? Although overall in-hospital mortality in both AMI and AP patients decreased from 2004 to 2007, both cardiologists and cardiovascular surgeons should consider the cost-effectiveness of the current approach under the current strict national healthcare budget and the long-term outcomes after the current treatment options for CAD in order to establish the consensus guideline and the CAD treatment scheme in our country. 
